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domains. These cross-sectional findings support previous 
longitudinal reports suggesting that cognitive and function-
al impairments in MCI may be independently associated 
with dementia risk.    Copyright © 2010 S. Karger AG, Basel 
 Introduction 
 Mild cognitive impairment (MCI) has been conceptu-
alized as an intermediate stage between normal aging 
and dementia. General guidelines for the diagnosis of 
MCI include the presence of objective cognitive impair-
ment and essentially intact activities of daily living 
(ADLs)   [1]  . These criteria are designed to distinguish 
MCI from both normal aging and mild dementia [al-
though the presence of functional impairment is only a 
supportive feature in the NINCDS-ADRDA criteria for 
Alzheimer’s disease (AD)   [2]  ] and identify a population 
of subjects with an elevated risk of progression to demen-
tia  [3] . In an effort to improve diagnostic specificity, MCI 
has been further subdivided into subtypes based on the 
presence or absence of memory deficits and whether sin-
gle or multiple cognitive domains are impaired   [1] .  Sev-
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 Abstract 
  Background/Aims:  Greater cognitive and functional deficits 
in mild cognitive impairment (MCI) are associated with high-
er rates of dementia. We explored the relationship between 
these factors by comparing instrumental activities of daily 
living (IADLs) among cognitive subtypes of MCI and examin-
ing associations between IADL and neuropsychological indi-
ces.   Methods:   We analyzed data from 1,108 MCI and 3,036 
normal control subjects included in the National Alzheimer’s 
Coordinating Center Uniform Data Set who were assessed 
with the Functional Activities Questionnaire (FAQ).   Results:  
IADL deficits were greater in amnestic than nonamnestic 
MCI, but within these subgroups, did not differ between 
those with single or multiple domains of cognitive impair-
ment. FAQ indices correlated significantly with memory and 
processing speed/executive function.   Conclusions:   IADL 
deficits are present in both amnestic MCI and nonamnestic 
MCI but are not related to the number of impaired cognitive 
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eral studies indicate that subjects meeting criteria for 
multiple-domain amnestic (mdAMN) MCI are most 
likely to subsequently progress to clinical AD   [4–7] .
    Although current criteria for MCI specify ‘essentially 
intact’ ADLs, numerous reports suggest that subjects 
with MCI exhibit subtle but significant deficits in instru-
mental ADLs (IADLs) relative to normal controls (NC) 
  [8–16]  . Even mild IADL impairment has consistently 
been associated with increased rates of progression from 
MCI to dementia   [10, 17–20]  . Previous work in elderly 
populations has emphasized the importance of executive 
and/or memory function   [21–27]   in the performance of 
IADLs. However, some investigators have found that the 
i n c r e a s e d  r i s k  o f  d e m e n t i a  a s s o c i a t e d  w i t h  i m p a i r e d  
IADLs appears to be independent of the degree of cogni-
tive impairment   [10, 19]   and others have argued that def-
icits in IADLs may merely reflect duration of cognitive 
impairment   [28] .
    One approach to examining the relative roles of func-
tional and cognitive impairment for dementia risk in 
MCI is to explore differences in IADLs between cognitive 
subtypes of MCI. Conceptually, subjects with mdAMN 
MCI, who are at the highest risk of subsequent dementia, 
might also be expected to have the greatest deficits on 
standardized IADL assessments. However, the relatively 
few studies that have investigated IADLs in MCI sub-
types have yielded inconsistent results. Many  [16, 29–31] , 
but not all   [14]   investigators have reported greater IADL 
deficits in multiple-domain MCI than in single-domain 
MCI. Similarly, IADL deficits may   [14]   or may not   [30]
  be greater in amnestic MCI than in nonamnestic MCI. 
Studies that incorporate multiple IADL assessments re-
port differences between MCI subgroups on some scales 
but not others  [30, 31] , suggesting that specific features of 
each measure (which IADLs included, self vs. informant 
report, questionnaire vs. performance-based) may sig-
nificantly impact results. This literature is further com-
plicated by inherent differences in sample sizes, diagnos-
tic criteria for MCI, and population demographics across 
studies.
    We addressed this issue by exploring the relationship 
between cognitive and functional impairment in MCI 
within the large multicenter cohort of subjects included 
in the standardized Uniform Data Set (UDS) compiled by 
the National Alzheimer’s Coordinating Center (NACC) 
  [32]  . The primary goal of the present study was to com-
pare IADLs measured with the Functional Activities 
Questionnaire (FAQ)   [33]   between subjects diagnosed 
with different cognitive subtypes of MCI. A secondary 
aim was to clarify the association between cognitive abil-
ity (determined by subjects’ neuropsychological testing 
performance) and functional ability (determined by in-
formant ratings of subjects’ IADL performance) in this 
MCI cohort.
  Methods 
 Research  Participants 
  The NACC UDS contains data from 31 Alzheimer’s Disease 
Centers (ADCs) with current or prior funding from the National 
Institute on Aging. We identified 1,108 MCI and 3,036 NC sub-
jects who were   6  50 years old, had Mini-Mental State Examina-
tion (MMSE)   [34]   scores   6  24, were assessed with the FAQ, and 
whose data had been entered into the UDS by May 29, 2007. MCI 
was a clinical diagnosis based on the Petersen criteria   [1] .  Subjec-
tive cognitive complaints and functional status were determined 
by clinician interview and judgment. Objective cognitive impair-
ment was independently determined at each ADC through clini-
cian judgment and/or neuropsychological testing (including ad-
ditional measures beyond those incorporated in the UDS). MCI 
subjects were classified into single-domain amnestic (sdAMN;
n = 532), mdAMN (n = 340), single-domain nonamnestic
(sdNON; n = 162), and multiple-domain nonamnestic (mdNON; 
n = 74) groups based upon the presence or absence of memory 
and/or other cognitive impairment (attention, language, visuo-
spatial, executive). To ensure a broad sampling of MCI subtypes, 
all subjects meeting the Petersen criteria were included, irrespec-
tive of their scores on the Hachinski Ischemic Scale   [35] .  Data 
from these subjects has previously been included in a study exam-
ining the utility of the FAQ for distinguishing MCI from very 
mild AD   [36]  . NC subjects were determined to have normal cog-
nition by each ADC using similar methodology. Written consent, 
approved by the Institutional Review Board of each center, was 
obtained from each subject.
  Functional  Assessment 
  IADLs were quantified using the FAQ   [33]  . This instrument 
was administered to an informant, who rated each subject’s per-
formance over the preceding 4 weeks on 10 separate categories of 
IADLs: (1) writing checks, paying bills, keeping financial records; 
(2) assembling tax or business records; (3) shopping alone;
(4) playing a game of skill; (5) making coffee or tea; (6) preparing 
a balanced meal; (7) keeping track of current events; (8) attending 
to and understanding a television program, book, or magazine; 
(9) remembering appointments, family occasions, medications; 
and (10) traveling out of the neighborhood. Higher scores in each 
category denote increasing impairment: 0 = normal; 1 = has dif-
ficulty, but does by self; 2 = requires assistance, or 3 = dependent. 
Activities that could not be rated, either because the subject never 
performed them prior to developing cognitive difficulties, or be-
cause the informant had insufficient information to provide a val-
id response, were not scored. Overall FAQ performance was eval-
uated using two separate methods: total FAQ score, which includ-
ed only subjects that had valid scores on all items (82.5% of 
overall subject population), and average score across FAQ items 
with valid responses (mean FAQ item score), which included all 
subjects.  IADL Deficits in MCI Subtypes  Dement Geriatr Cogn Disord 2010;30:189–197  191
  Neuropsychological  Assessment 
  The UDS includes selected neuropsychological data for each 
subject   [32, 37]  : MMSE   [34]  , logical memory IA and IIA of the 
revised Wechsler Memory Scale (WMS-R)   [38]  , WMS-R forward 
and reverse digit span   [38]  , verbal category fluency (animals   [39]  
and vegetables), Trail-Making Test Parts A and B   [40]  , digit sym-
bol of the revised Wechsler Adult Intelligence Scale (WAIS-R) 
  [41]  , and the 30 odd-numbered items of the Boston Naming Test 
  [42]  . Neuropsychological testing scores from the NC group were 
used to generate normative data stratified by age (50–59, 60–69, 
70–79, 80–89, and 90+) and years of formal education (  ^ 12,  13–
16, 17+). Performance of the MCI subjects on each test was nor-
malized by calculating z-scores derived from this sample.
  D a t a   A n a l y s i s  
  Statistical analyses were performed using PASW Statistics 
17.0.2 for Windows (SPSS Inc., Chicago, Ill., USA). Between-
group comparisons were conducted using one-way analyses of 
variance for age, education, number of valid FAQ item scores, and 
neuropsychological performance, and Kruskal-Wallis tests for 
gender, race, and percentage of subjects with complete FAQ data. 
Global FAQ indices and individual FAQ item scores were com-
pared between groups using analyses of covariance adjusted for 
demographic differences between groups in age, education, gen-
der, race, and MMSE scores. The total number of valid FAQ item 
scores was used as an additional covariate for the analysis of mean 
FAQ item scores and the presence or absence of complete FAQ 
data was used as an additional fixed factor for the analysis of in-
dividual FAQ item scores. Post hoc analyses were Bonferroni cor-
rected for multiple comparisons.
  In order to examine the relationship between FAQ indices and 
cognitive functioning, we performed an exploratory factor analy-
sis to identify shared underlying constructs among the measures 
in the UDS neuropsychological battery. Principal components 
analysis incorporating varimax orthogonal rotation was used be-
cause it includes the common variance across all tests as well as 
variance that is unique to individual measures  [43] . Factor extrac-
tion was based on eigenvalues  1 1. Interpretation of factor compo-
nents was based on highest loadings ( 1 0.60) for each variable, and 
yielded a 4-factor solution (  table 1  ). Cronbach’s      was calculated 
to measure the internal consistency of the factors. For MCI sub-
jects with complete data on all neuropsychological assessments, 
domain-specific z-scores were calculated by averaging z-scores on 
individual tests in each cognitive domain. Linear regression anal-
ysis incorporating age, gender, race, and years of formal education 
was used to ascertain any associations between neuropsychologi-
cal performance in individual cognitive domains and FAQ indi-
ces.
  R e s u l t s  
 Demographics 
 Demographic data for the NC group and the MCI sub-
groups are shown in   table 2  . There were significant dif-
ferences between groups for most variables. Bonferroni 
correction of post hoc comparisons resulted in critical p 
values of 0.005. There were fewer male participants in the 
sdAMN group relative to the NC (p    !   0.001) and mdNON 
(p = 0.003) groups, and in the mdAMN group relative to 
the NC group (p     !     0.001). The mdNON group consisted 
of a lower proportion of non-Hispanic Whites than any 
of the other groups (p   !   0.001), and the mdAMN and
sdNON groups had a lower proportion of non-Hispanic 
Whites than the NC and sdAMN groups (p  !  0.001). The 
sdAMN group was older than the NC, sdNON, and
mdNON groups (p   !   0.001), and marginally older than 
the mdAMN group (p = 0.008). The NC and sdAMN 
g r o u p s  w e r e  b e t t e r  e d u c a t e d  t h a n  t h e  m d A M N  a n d
Table 1. F  actor analysis of the neuropsychological assessments
Factor 1: executive/
processing speed
Factor 2:
memory
Factor 3: 
language
Factor 4: 
attention
WMS-R logical memory IA 0.157 0.926 0.163 0.080
WMS-R forward digit span 0.016 –0.024 0.134 0.869
WMS-R reverse digit span 0.240 0.146 0.067 0.793
Animals 0.168 0.141 0.815 0.086
Vegetables 0.052 0.247 0.714 0.056
Trail-Making Test Part A –0.789 –0.077 –0.239 –0.074
Trail-Making Test Part B –0.731 –0.095 –0.231 –0.296
WAIS-R digit symbol 0.731 0.118 0.053 0.012
WMS-R logical memory IIA 0.103 0.943 0.137 0.041
Boston naming test, odd items 0.260 –0.036 0.667 0.116
Cronbach’s  0.492 0.921 0.657 0.640
F  actor loadings over 0.60 are in italics. Teng   /Becker   /Woo   /Cummings   /Lu     Dement Geriatr Cogn Disord 2010;30:189–197  192
mdNON groups (p  !  0.001). MMSE scores were higher in 
the NC group than in each of the MCI subgroups (p   !  
0.001), higher in the sdNON group than in the sdAMN 
and mdAMN groups (p   !   0.001), and higher in the 
sdAMN group than in the mdAMN group (p     !    0.001).
  FAQ  Indices 
  Participants in the NC group were more likely to have 
complete FAQ data than their counterparts in the MCI 
subgroups (p   !   0.001). Likewise, the average number of 
valid FAQ responses for the NC group was significantly 
greater than for the sdAMN, mdAMN, and mdNON 
groups (p   !   0.001), and marginally greater than for the 
sdNON group (p = 0.006). Both the sdAMN (p = 0.005) 
and sdNON (p = 0.001) groups averaged a greater number 
of valid FAQ responses than the mdAMN group.
    Total FAQ scores are shown in   figure 1  a, and mean 
FAQ item scores are shown in  figure 1 b. Analyses of both 
global FAQ indices yielded similar results. There were 
significant group effects after adjustment for demo-
Table 2. D  emographic information
NC sdAMN mdAMN sdNON mdNON 2(4, 4,144)/
F(4, 4,139)
Number 3,036 532 340 162 74
Male, % 64.6a 49.2b 54.4b 54.9a, b 67.6a 57.53*
Non-Hispanic White, % 82.5a 86.5a 72.6b 69.1b 47.3c 99.58*
Age, years  74.8 (9.1)a 77.0 (9.2)b 75.3 (8.5)a, b 74.1 (8.6)a 73.0 (6.8)a 8.33*
Educationd, years 15.5 (2.9)a 15.4 (2.9)a 14.4 (3.2)b 15.0 (3.7)a, b 14.2 (3.5)b 13.63*
MMSE score  29.0 (1.2)a 27.8 (1.8)b 27.4 (1.8)c 28.2 (1.7)b 27.8 (1.5)b, c 182.14*
Complete FAQ data, % 86.7a 72.4b 67.9b 74.7b 63.5b 150.28*
Valid FAQ responses, n 9.8 (0.6)a 9.6 (0.9)b 9.4 (1.0)c 9.6 (0.7)a, b 9.4 (0.9)b, c 37.07*
Complete neuropsychological data, % 94.5 94.9 92.6 91.4 93.2 5.16
   Figures in parentheses indicate SD. * p < 0.05. a–c Groups denoted by different letters differ by p < 0.005. d Degrees of freedom = 4, 
4,106 due to missing data for 4 sdAMN, 1 sdNON, and 28 NC subjects.
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  Fig. 1.   Total FAQ scores (  a  ) and mean FAQ item scores (  b  ) in the NC group and MCI subgroups. Error bars
represent standard error of the mean.   a  p   ^   0.001 versus NC;   b  p   ^   0.001 versus sdNON;   c  p   ^   0.001 versus 
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graphic factors [total FAQ scores: F(4, 3,371) = 40.09, p   !  
0.001; mean FAQ item scores: F(4, 4,087) = 59.63, p   !  
0.001]. Bonferroni-corrected post hoc analyses (critical
p = 0.005) indicated that total FAQ and mean FAQ item 
scores were significantly lower (indicating less functional 
impairment) in the NC group than in the sdAMN, 
mdAMN, and sdNON groups (p   ^   0.001), and signifi-
cantly lower in the sdNON group than in the sdAMN and 
mdAMN groups (p  ^  0.001). Mean FAQ item scores were 
also lower in the mdNON group than in the sdAMN and 
mdAMN groups (p   ^   0.001). 
    Similar scores on global FAQ indices were seen be-
tween the sdAMN and mdAMN subgroups (total FAQ 
scores: p = 0.62; mean FAQ item scores: p = 0.43) and be-
tween the sdNON and mdNON subgroups (total FAQ 
scores: p = 0.88; mean FAQ item scores: p = 0.56), despite 
inherent demographic differences. Therefore, these sub-
groups were combined into respective AMN and NON 
groups for further analyses of individual FAQ items 
(  fig. 2  ), which included all subjects with valid responses 
for each item.
    After adjustment for demographic factors, there was a 
significant group effect for each individual FAQ item
(F   1   15.0, p   !   0.001). NC subjects had lower scores than 
the AMN group on all items (p   !   0.001) and lower scores 
than the NON group on managing bills, preparing taxes, 
keeping up with current events, attending to media, re-
membering dates, and traveling outside the neighbor-
hood (p   !   0.004). The NON group had lower scores than 
the AMN group on managing bills, preparing taxes, 
shopping, playing a game of skill, cooking, keeping track 
of current events, and remembering dates (p   !   0.002). 
These findings survived Bonferroni correction (critical
p = 0.017).
    Correlations between FAQ Indices and 
Neuropsychological Performance 
  Neuropsychological test scores for the NC group and 
the MCI subgroups are shown in   table 3  . The MCI sub-
groups performed more poorly than the NC group on 
each test. As expected, amnestic MCI subgroups per-
formed more poorly than nonamnestic MCI subgroups 
on memory measures and multiple-domain MCI sub-
groups generally performed more poorly than single-do-
main MCI subgroups on the other assessments.
    Multiple linear regression analyses investigating the 
association between the two global FAQ indices and cog-
nitive performance in the MCI group are detailed in   ta-
ble 4  . Both analyses yielded similar results, indicating 
that only the memory and executive/processing speed z-
scores were independent predictors of global FAQ indices 
and that memory performance was more strongly associ-
ated with functional impairment than executive/process-
ing speed performance. However, these models produced 
relative modest correlations, each accounting for only 
about 10% of the variance in the global FAQ indices.
    Multiple linear regression models incorporating indi-
vidual FAQ items produced weaker correlations, with r 
values ranging from 0.30 ( remembering dates ) to 0. 1 6 
(making tea or coffee). Memory z-scores correlated most 
strongly with remembering dates (     = –0.25), preparing 
taxes (     = –0.20), and managing bills (     = –0.19). Execu-
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tive/processing speed z-scores correlated most strongly 
with managing bills (     = –0.17), preparing taxes (     = 
–0.13), and traveling outside the neighborhood (     = 
–0.12).
  Discussion 
 Our results, derived from a large multicenter database, 
indicate that mild IADL deficits are present in both am-
nestic and nonamnestic MCI, with more extensive defi-
cits reported by informants for amnestic subjects. The 
degree of IADL impairment was similar between amnes-
tic subjects with single or multiple domains of cognitive 
impairment. Across all MCI subtypes, global IADL mea-
sures were associated with neuropsychological assess-
ments of memory and executive function/processing 
speed.
    Previous studies of IADLs in cognitive subtypes of 
MCI have produced mixed results. Some investigators 
have found IADL deficits only in participants meeting 
criteria for mdAMN MCI  [16, 29] . Others have also found 
deficits in single-domain (both amnestic and nonamnes-
tic) MCI   [14, 31]   that are similar to those reported here. 
These disparate results may be attributable to differences 
in IADL demands across cultures, population demo-
graphics, or IADL and/or cognitive assessments across 
studies.
    We additionally found more profound IADL limita-
tions in amnestic relative to nonamnestic MCI, which has 
Table 3. N  europsychological performance (raw scores)
 NC sdAMN mdAMN sdNON mdNON F(4,  3,871)
Number 2,843 502 315 147 69
Logical memory IA 13.8 (3.9)a 9.6 (4.4)c, d 9.3 (4.1)d 12.6 (3.8)b 10.9 (4.2)c 191.05*
Logical memory IIA 12.5 (4.3)a 6.6 (5.0)c 6.8 (4.5)c 11.3 (3.9)b 9.9 (4.7)b 268.65*
Forward digit span 6.8 (1.1)a 6.6 (1.1)b 6.4 (1.1)c 6.3 (1.1)c 6.1 (1.2)c 19.90*
Reverse digit span 5.0 (1.2)a 4.7 (1.2)b 4.3 (1.1)c, d 4.5 (1.3)b, c 4.0 (1.0)d 35.32*
Animals 20.0 (5.7)a 16.9 (5.1)b 15.1 (5.1)c 16.2 (5.2)b, c 14.3 (4.2)c 102.64*
Vegetables 14.5 (4.5)a 11.6 (4.0)b 10.7 (3.6)c 12.1 (4.0)b 12.3 (3.1)b 101.92*
Boston naming test 27.1 (3.3)a 26.1 (3.5)b 23.6 (4.9)c 25.4 (3.9)b 22.6 (5.1)c 103.03*
Trail-Making Test Part A 34.8 (15.5)a 41.4 (19.7)b 45.9 (22.9)c 39.7 (14.1)b 49.1 (25.0)c 51.56*
Trail-Making Test Part B 91.2 (50.3)a 116.4 (61.4)b 152.2 (82.2)c 125.1 (67.1)b 168.7 (76.8)c 127.69*
Digit symbol 49.9 (17.4)a 42.0 (16.6)b, c 39.9 (19.2)b, c 44.6 (19.1)b 36.1 (12.5)c 48.66*
F  igures in parentheses indicate SD. * p < 0.05. a–d Groups denoted by different letters differ by p < 0.005.
Table 4. M  ultiple linear regression of global FAQ indices versus neuropsychological performance adjusted for 
demographics
Total FAQ (n = 733) Mean FAQ item (n = 1,032)
 tp  t p
Age 0.05 1.47 0.143 0.07 3.35 0.019
Education –0.10 –2.81 0.005 –0.11 –3.43 0.001
Gender 0.01 0.22 0.824 –0.06 –1.93 0.053
Race 0.14 3.35 0.001 0.11 3.22 0.001
Memory z –0.25 –6.54 <0.001 –0.23 –7.16 <0.001
Attention z 0.05 1.38 0.169 0.04 1.38 0.169
Language z –0.03 –0.74 0.460 –0.04 –1.19 0.235
Executive/processing speed z –0.09 –2.28 0.023 –0.13 –3.75 <0.001
Overall model r = 0.321 r = 0.329  IADL Deficits in MCI Subtypes  Dement Geriatr Cogn Disord 2010;30:189–197  195
not been consistently reported in prior studies. Wadley et 
al.   [14]   reported greater deficits in their amnestic MCI 
subgroup, while Burton et al.   [30]   found similar deficits 
in amnestic and nonamnestic MCI, but more extensive 
impairment amongst subjects with deficits in multiple 
cognitive domains. More recent work by Aretouli and 
Brandt   [31]   included two separate IADL assessments, 
yielding conflicting results that concur with both earlier 
s t u d i e s .  W e  w e r e  s o m e w h a t  s u rp r i s e d  t o  fi n d  s i m il ar  
IADL deficits in our sdAMN and mdAMN MCI groups. 
Our initial prediction, given earlier studies of IADLs in 
MCI subtypes   [16, 29–31]  , the consistent association be-
tween IADL impairment and progression to dementia 
  [10, 17–20]  , and higher rates of progression to dementia 
in mdAMN MCI   [4–7]  , was that scores on global FAQ 
indices would be higher in our mdAMN MCI group.
    There are several potential explanations for these re-
sults. The presence of memory deficits may play a larger 
role than the presence of additional cognitive deficits in 
determining IADL impairment. This interpretation is 
supported by our regression analyses, which indicated 
that memory performance was an independent predictor 
of global FAQ indices, and by earlier work from other 
groups identifying the importance of memory function 
in the performance of IADLs   [21, 24, 27] .  Nevertheless, 
other investigators have identified executive function as 
the strongest neuropsychological predictor of IADL abil-
ities   [22, 23, 25]  , though such discrepancies may be re-
lated to differences in the specific tests that comprise cog-
nitive domain scores across studies. Alternatively, sub-
jects in the UDS database with deficits in memory and 
other cognitive domains who exhibited greater IADL im-
pairments may have been diagnosed with dementia and 
therefore been excluded from this analysis. Finally, the 
FAQ may be more heavily weighted towards memory-de-
pendent IADLs than other IADLs. This last possibility 
seems less likely given previous work showing that total 
FAQ scores correlate reasonably well with other IADL in-
dices  [33]  and that the sdAMN and mdAMN MCI groups 
in the current cohort had similar scores on each FAQ item 
(p   1   0.05).
  The important contribution of memory deficits to im-
paired IADLs suggested by differences in global FAQ in-
dices between clinically diagnosed amnestic and nonam-
nestic MCI groups is further supported by regression 
analyses incorporating neuropsychological performance, 
which identified both memory and executive/processing 
speed as significant predictors of functional ability. How-
ever, the correlations between cognitive and IADL indi-
ces were relatively modest. The strength of these correla-
tions may have been limited by the inclusion of only MCI 
subjects in the regression analyses, thus restricting the 
range of both the cognitive and FAQ scores. Some of the 
prior studies demonstrating more robust correlations be-
tween cognitive and functional scores included a broader 
spectrum of subjects, often encompassing both normal 
and impaired cognition  [22, 25, 44] . The relatively limited 
battery of neuropsychological tests included in the UDS 
may also have reduced the strength of these correlations. 
In particular, the memory factor includes only two mea-
sures from a single test of verbal memory (WMS-R logical 
memory), and the executive/processing speed factor in-
cludes only a single test (Trail-Making Test Part B) that is 
associated with executive functioning   [45]  . Finally, these 
relatively weak correlations may simply reflect the pos-
sibility that similar IADL deficits may be caused by dif-
ferent cognitive deficits in different subjects.
    MCI subjects were less likely to have complete FAQ 
data than NC subjects. The underlying reason for this 
finding remains uncertain. One possibility is that infor-
mants for the MCI groups may have been less knowledge-
able about their subjects than informants for the NC 
group. However, given that similar results were obtained 
with total FAQ scores (which included only subjects with 
complete FAQ data) and mean FAQ item scores (which 
included all subjects), it is unlikely that the differences 
between groups in the number of valid FAQ responses 
significantly affected our conclusions. 
    There are a few other considerations that impact the 
interpretation of our results. The study population was 
comprised of a convenience sample of highly educated 
subjects volunteering for research at major academic cen-
ters and therefore may not be representative of epidemio-
logical samples or those with greater ethnic diversity. 
Nonamnestic MCI subjects were less likely to be non-His-
panic Whites, a finding that replicates other recent stud-
ies of nonamnestic MCI   [46, 47]   and is consistent with 
previous reports of poorer performance on nonmemory 
cognitive assessments in non-White populations  [48, 49] . 
Our amnestic MCI subgroups were older and included 
higher proportions of women than the other diagnostic 
groups. Although similar age differences have been re-
ported in previous studies of amnestic MCI, such gender 
differences have not   [50]  . Diagnostic classification in the 
UDS is derived from clinical diagnoses determined at 
each individual ADC based upon the current criteria for 
MCI  [1] . However, the operationalization of these criteria 
has not been consistently standardized. Although the 
UDS includes a core neuropsychological battery   [32, 37] , 
the NACC does not specify which additional cognitive  Teng   /Becker   /Woo   /Cummings   /Lu     Dement Geriatr Cogn Disord 2010;30:189–197  196
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